The aim of this study was to evaluate the place of pancreaticogastrostomy (PG) Pancreaticoduodenal resection is performed for treatment of both benign and malignant diseases of the periampullary region and head of the pancreas. One of the main problems after this resection concerns the management of the residual pancreatic stump. Pancreaticojejunostomy is the most often used procedure but its dehiscence occurs in about 10% of cases and can be associated with a specific morbidity and mortality1-7. Pancreaticogastrostomy (PG) was emphasized in recent series of pancreaticoduodenal resections reported without pancreatic fistula8-11.
creatic head (n 21), carcinoma of the ampulla of Vater (n 3), cystic dystrophy of aberrant pancreatic tissue (n 2), chronic pancreatitis (n 4), solitary metastasis of a renal adenocarcinoma (n 1), injury of the duodenum with large defect during resection of a retroperitoneal sarcoma (n 1). Pathological examination of the pancreatic parenchyma showed normal pancreatic tissue in 17 cases (53%) and sclerotic tissue in 15 (47%).
Operative Procedure The neck of the pancreas was transected to the left side of the portal vein. The pancreatic duct was identified and individual bleeeding vessels were ligated using single 6-0 polypropylene suture (Prolene(R)). The stump of the remaining pancreas was freed from retroperitoneal attachment for 2 cm. The posterior wall of the stomach was approximated to the pancreatic stump without tension and the site of the gastric incision was easily found on the antrum if a pylorus-preserving procedure was performed, as in 4 patients operated for benign diseases. After distal gastrectomy (n 28), gastric mobilisation was often necessary in order to perform the PG on the fundus. The anastomosis was performed with 4-0 Prolene (R) continuous suture between the gastric seromuscular layer ( An additional theoretical concern with a pancreatogastrostomy that does leak is the added morbidity of a combined gastric and pancreatic fistula. However, since only two anastomotic leaks have been reported, this potential problem remains more theoretical than real. Anastomotic hemorrhage has also been reported in 3.4% of patients undergoing pancreatogastrostomy. While the incidence of this problem following pancreatojejunostomy is not well documented in the literature, it is probably less than 3%. In addition, when bleeding does occur after a pancreatojejunostomy, it usually comes from the pancreas rather than the jejunum. In comparison, the bleeds that have been reported after pancreatogastrostomy have mostly arisen from the gastric wall. Additional theoretical problems after pancreatogastrostomy that In light of the above and in view of the comparatively small number of patients, the reported results are hardly likely to prompt any modification of the pathophysiologic concepts underlying pancreatic duct reconstruction. However, they document that, given a high standard of surgical skills, there still may be a place for the procedure at least until proven otherwise by controlled randomized trials. Considering that the outcome of surgery is generally satisfactory so that a large patient material would be needed for any such trial, this proof will not be furnished forthwith.
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